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t is widely recognized that vulnerable patients and caregivers attempting to navigate the transition from hospital to home are likely to encounter a stressful period fraught with a high risk of adverse events, rehospitalization, and often unsuccessful follow-up. 1, 2 Quality improvement specialists and administrators have identified this care transition as a target for improving outcomes, particularly for elderly patients with multiple comorbidities, and as a financial risk for hospitals, given the Hospital Readmissions Reduction Program (HRRP) penalty contained within the Patient Protection and Affordable Care Act. 3 Not surprisingly, researchers have sought to identify interventions that might reduce the rate of rehospitalization, though they have often targeted specific diseases. 4 Several evidence-based transitional care models or intervention bundles have been shown to reduce 30-day readmissions, 5 but research has not delineated which components of these transitional care approaches are necessary at what dose; how implementation of core components may need to be adjusted based on patient, caregiver, care delivery setting, or community/environmental characteristics; or how knowledge regarding core components can be used to accelerate system redesign.
In this issue, Field and colleagues have attempted to determine whether the singular intervention of a primary care physician follow-up visit within 7 days of hospital discharge might reduce readmissions. 6 While prior large retrospective dataset analyses have documented that such early follow-up was associated with lower rates of rehospitalization among patients with heart failure or COPD, 7, 8 prospective studies are lacking. Unfortunately, Field's prospective observational study showed no apparent benefit. A number of factors may account for the observed lack of effectiveness for a seemingly important intervention for patients discharged from the hospital. Though they applied multivariable proportional hazards models to control for confounding factors in their analyses, and further developed a high-dimensional propensity score, they do not report any assessment of patients' psychosocial characteristics. Additionally, their models appear to lack adequate controls for socioeconomic effects. Prior studies strongly link social, behavioral, and community factors with hospital readmissions, even after accounting for possible variability in quality of care in the hospital. [9] [10] [11] Moreover, their study did not assess what actually happened during the outpatient follow-up appointment or prior to it. If busy primary care providers fail to receive adequate communication about their patient's hospitalization (e.g., medication changes, test results needing follow-up, or needed follow-up procedures), or cannot review sufficiently documented discharge summaries by the time of the follow-up appointment, they likely will be unable to make appropriate evaluation and management decisions. 12 Did medication reconciliation occur? Was there coordination among other providers, arrangements for needed social services, or the capability to reach the primary care provider prior to the appointment with questions regarding potential exacerbation of symptoms? Field's study confirms there is no silver bullet to reduce post-hospital utilization by simply coordinating a patient showing up in their doctor's office within a week of hospital discharge.
Evidence increasingly does show that multi-faceted interventions, unlike singular interventions, can improve patient outcomes and reduce 30-day readmissions. 13, 14 A recent 2014 systematic review and meta-analysis provided objective support for the claim that bundled interventions are of greater value. 15 This review also showed that interventions using a complex and supportive strategy to assess and address contextual issues and limitations in a patient's self-care capacity were most effective at reducing early hospital readmissions.
Public and private payers view reducing avoidable hospital readmissions as a way to improve quality and reduce unnecessary costs. While policymakers have targeted care processes within hospitals, we also believe that readmissions can be prevented if patients receive appropriate follow-up care and ongoing management of their various chronic illnesses. However, this is a process, not simply a one-time event (such as a single doctor's appointment). Fortunately, since 2011, states can apply for federal funds to pay providers to furnish specified Bhealth home^services for Medicaid recipients with certain chronic diseases. Medicare reimbursement for postdischarge services known as "transitional care management (TCM)" began in 2013 as a method of facilitating services for patients with complex medical needs after hospitalization. And with the publication of the 2015 Medicare Physician Fee Schedule Final Rule, beginning January 1, 2015, Medicare will pay for chronic care management, or CCM, aiming to improve access, communication, and care coordination. All of these incentive programs are structured strategies designed to deliver defined, evidence-based services to patients. However, while the implementation of these strategies shows early promise in curbing readmission rates, with possible adoption into widespread practice, 16, 17 we remain uncertain as to exactly what interventions or intervention clusters will change patient-centered outcomes, quality of care, and resource utilization in Breal-world^settings.
In our experience, transitional care interventions have a high degree of variability (heterogeneity) across context, content, application, and outcome. Oftentimes, programs must be adapted from their original design to conform to the cultural, historical, or other contexts of a particular setting. Changes might be made to a program to better meet the needs of the setting where it is being implemented, to fit the program within an organization's culture or available resources, or to accommodate the preferences of the local staff members who facilitate it. As such, fidelity (i.e., conformity) to the original validated program may not always occur (either intentionally, due to feasibility constraints or other factors, or inadvertently), and rigid fidelity (rather than adaptation to local circumstances) may not yield optimal outcomes. In transitional care research, it is not sufficient to know the magnitude, severity, and causes of the problem and the relative effectiveness (whether it works) of specific interventions to inform practice; it is also necessary to know how a specific intervention or cluster of interventions should be implemented, for whom, and under which circumstances it can be successful. Based on the hypothesis that the effectiveness of transitional care depends on providing services well aligned with the needs of different patient populations within the context of diverse healthcare and community settings, the Patient-Centered Outcomes Research Institute (PCORI) released the Effectiveness of Transitional Care funding announcement in the spring of 2014. PCORI subsequently awarded a grant to Project ACHIEVE (Achieving Patient-Centered Care and Optimized Health In Care Transitions by Evaluating the Value of Evidence) for studies to determine which transitional care intervention clusters are most successful in improving patient-centered outcomes, for whom, and under what circumstances.
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As a result of policy and professional initiatives, transitional care programs have been launched in more than 500 communities across the U.S. However, few studies 19 have answered important questions such as: What core components were successful in promoting improvements in evidence-based programs, in what environments, and why? How much fidelity to the originally described intervention approach is necessary to ensure effectiveness? What types of appropriate adaptations can be made when implementing locally? How can transformative changes be sustained? Future research needs to report not only on the science of evidence but also the science of implementation, and researchers should describe the intervention and contextual factors in sufficient detail to allow local decision-makers the ability to make their own judgments about the applicability of the findings to their own settings and context.
